of which trainees will be accredited as specialists. During the four years of higher specialist training areas of special emphasis in Royal Air Force psychiatry must be adequately catered for.
RAF psychiatric patients are predominantly young males, and they present usually with neuroses or personality disorders but not infrequently with acute psychotic illnesses at a very early stage of development (Anthony 1972) . The balance of our case-load is made up of the wives and children of RAF personnel who are also a predominantly young population. There are areas of special emphasis related to the flying role, e.g. phobic disorders in aircrew and disorientation in the air, for which special investigation and therapy facilities have been set up, and an active programme of inpatient evaluation and treatment for alcoholism, including a therapeutic group. RAF psychiatrists overseas have responsibility for the psychiatric care of all dependants, including children, and their training must therefore give them a sound working knowledge of child and adolescent psychiatry. Overriding other considerations is the knowledge that RAF psychiatrists must be competent to practise effectively under combat conditions. Management of psychiatric illness in the Royal Air Force is active and aims at keeping patients in the community or returning them there at the earliest opportunity. The majority of RAF communities offer better opportunities to practise community psychiatry than do most civilian communities, and we are currently increasing our efforts to make optimal use of these.
It emerged from informal discussions in 1972 with Dr E B 0 Smith, who was at that time adviser in psychiatry in the Oxford region as well as a consultant at our neighbouring NHS psychiatric unit in Swindon, that it was in the mutual interest of the RAF and NHS facilities in north Wiltshire, and in line with College policy on general professional training, to construct a joint training programme. This suggestion was formallyapproved and thejoint programme subsequently devised enables the RAF to second trainees to Swindon, Devises and Oxford for experience in the psychiatric management of children, adolescents, the elderly and patients requiring longterm care and rehabilitation, and to offer neurological experience and seminars and journal clubs to NHS trainees.
The joint committee on higher psychiatric training has recently produced its first report, in which it has recognized the 'importance of consideration of local circumstances and the special needs of individuals'. How this statement is interpreted will eventually be of considerable importance to RAF psychiatrists of senior specialist status. Military psychiatrists will fall into the category of 'general psychiatrists with a special interest' whose training thejoint committee has not yet fully considered. A good example of an area of special emphasis is community psychiatry. For RAF psychiatrists this includes a significant industrial componentmanaging the stress reactions that sometimes result from maladaptive interaction between the individual and his working environment. Since 1965 we have been developing, with unit medical officers, a model in which psychiatrists hold clinics at RAF stations where they have an opportunity to discuss at first hand relationships between stressprecipitated disorders and the circumstances in which these occur, and, where appropriate, advise on their prevention. The importance of such close application of Service psychiatry to the source of patients' disturbances is multiplied many times in the combat situation, and it must obviously receive proper emphasis in the later phases of an Air Force psychiatric training programme. But it is important that the training programme on which certification of psychiatric specialists trained in the RAF is based should produce competent RAF consultants, without unduly hampering those who wish at some stage in their career to transfer to a job of comparable status in civilian practice. Community Medicine -A Personal View Although new in name, community medicine is not new in concept to either the civil or military medical services. The term 'community physician' seems to have been coined in 1959 (Garraway 1975 ) and a variety of definitions for community medicine have emerged since the first tentative description appeared in the Todd report (Royal Commission on Medical Education 1968). Different definitions still abound and it may be a decade or moreas has been suggested by Schwarz (1974) -before final agreement is reached. My preference inclines to the succinct and terse definition adopted by the Faculty of Community Medicine: 'that branch of medicine which deals with populations or groups rather than individual patients'. This perhaps does not give much insight into the function ofthe specialty. A fuller description (Scottish Home and Health Department 1971) states that 'community medicine is concerned with the study of health and disease in populations. The function of the specialist in community medicine is to investigate and assess the needs of the population so that priorities may be established for the promotion of health, the prevention of disease and the provision of medical care'. The tone of these particular phrases will be familiar because they paraphrase with an astonishing exactitude the principal aims of the Army medical service, an uncanny resemblance first commented upon by Carrick (1973) . The concept of community medicine is not new and indeed, if Florence Nightingale's proposals in 1860 were translated into modern idiom, the then newly conceived 'sanitary officers' would emerge as 'specialists in preventive medicine, environmental health, and health care planning and information systems'.
In the reorganized NHS, community medicine as a new specialty has been forged from the fusion of the hospital administrative organization and the public health service. Both SAMO and MOH have been cremated and the Community Physician has risen phoenix-like from the funeral pyre of his predecessors. All potential community physicians are to undergo a common postgraduate education, certainly for the period of early specialist training, but thereafter subspecialties will cover such a diversity of subjects as health care planning and administration, epidemiology, medical information systems, preventive medicine, health service research, environmental and occupational medicine, and health education. In matters of status and responsibility the community physician is awarded equal recognition with his clinical consultant colleagues; great emphasis is placed on the need to monitor and improve health care by integration of the clinical and nonclinical specialties.
In the Army, as in civilian practice, the specialty is being formed from the union of the two hitherto separate but essentially parallel branchesthe specialty of Army Health, and the more scientifically inclined elements of the command and staff cadre, whose work includes medical administration, monitoring, planning and evaluation of health care, and health service management. All these are genuine components of community medicine, although I venture to say that they have not in the past been practised in the Army with as much scientific dedication as they deserve. The Army version of community medicine thus emerges as a specialized variant of that found in the NHS. Because our primary objective is to maintain the fighting fitness of the troops, Army community medicine must be more involved in the prevention of disease and the promotion of health than in the provision of medical care. We will need to maintain a cadre of community medicine consultants, academics expert in such diverse and specialized subjects as occupational medicine and hygiene; temperate, tropical and cold-weather environmental health; the prevention and control of all communicable diseases; military nutrition and human applied physiology. But this cadre of experts aside, there is scope for streamlining and symbiosis in the new community medicine appointments to make a fulfilling but demanding career for doctors who wish to practise the specialty.
As regards training the immediate implication for the Army is that all potential practitioners must accept the same criteria as those being developed within the NHS. The Faculty of Community Medicine of the Royal Colleges of Physicians is the body responsible for professional status and it rightly insists that advancement within the specialty shall be judged by standards as rigorous as those of the clinical specialties. Hitherto Army Health progress to consultant status has called for the triad of postgraduate diplomas (in public health, in tropical medicine and hygiene, and in industrial health) as well as seven years practice in the specialty, a variety of encounters with military medical courses and examiners, and final accreditation by the Armed Services consultant approval board. The Army has shown its wisdom by preempting civilian practice not only in the introduction of accreditation for the final step to consultancy but also in awarding Army Health the same status as other specialties. But now the Army follows where others lead, and with the formation of the Faculty of Community Medicine it is only appropriate that we should conform, both to the wider concept of the new specialty and to the accepted standards for postgraduate training, albeit with certain modifications to suit the particular and specialized circumstances of Service practice.
The pattern of civilian training in community medicine adheres closely to that for other specialties; continuous and increasing experience is coupled with the necessary academic postgraduate qualification, in this case the diploma of membership of the Faculty of Community Medicine. Three years of general professional training follow full registration, when the aim is to obtain a wide clinical experience in both hospital and general practice appointments. Thereafter the candidate moves to early specialist training where the objective is a sound grounding in the basic sciences of the specialty and attainment of part 1 of the Faculty's membership examination; this may be accomplished by fulltime academic course, by part-time in-post modular course, or by a combination of these. The part 1 examination has already shown itself to be of a testing nature. It covers what are currently considered to be the four core subjects of the disciplineepidemiology, statistics, social science in relation to medicine, and the principles of administration and management. I would like to see the principles of communicable disease control, environmental medicine and occupational health included as a fifth core subject. After part 1 MFCM, achieved in three to six years from full registration, higher specialist training commences and the trainee moves on to become the equivalent of a senior registrar in an appointment approved by the Faculty in its role of specialist advisory committee to the Joint Committee for Higher Medical Training. Here he works, to a tempo of increasing responsibility, towards ultimate accreditation as a fully trained community physician. During this period of higher specialist training the second and final part of the MFCM would be acquired by submission of a report based on original work, either over the broad field of community medicine or in one of its more specialized branches. Thus the full programme of civilian training from registration to accreditation can be achieved in six years, although eight represents a more likely period.
The Army will follow the civilian pattern of postgraduate training, but it is important to remember that soldiering is a highly specialized occupation with medical needs that are very different both in quantity and quality from those of the civilian community. While the training programme for Army specialists in community medicine may run a similar course to that in civilian practice, and indeed there should be scope for reciprocity between the NHS and the defence medical services, there is no call for slavish imitation. The Army programme must be designed to fit the specific needs. Whatever the shape of things to come, there is little doubt that a need for community physicians of two kinds will remain: one concerned primarily with the special needs for preventive medicine and epidemiological research; the other more skilled in the management and planning fields, with expertise in the monitoring of medical care, field medical organization and allocation of medical resources.
The training scheme I propose is a logical development from the existing Army Health specialist training programme. By substitution of the MFCM qualification for the present three diplomas, and by careful selection of the appointments appropriate to higher specialist training, we should have no difficulty in satisfying the Faculty concerning the quality of Army training. A further advantage is that it will enable those in the medical administrative stream, who previously had no specialist career open to them, to train in community medicine so that the maximum use is made of their medical skills.
As in civil practice, three years of general professional training should precede early specialist training. This general period should be as varied as possible and its aim should be to encourage the doctor to gain a wide knowledge of the soldier and his family in health and disease at home and overseas. Candidates for community medicine may be enrolled at any time but no specialist training should start until the mandatory three years have been accomplished, although some nonspecialist courses will be encouraged either during this phase or later. It might be an advantage for those candidates who have an initial inclination for general practice to stay longer than three years and acquire the MRCGP on the way.
Early specialist training starts with a modified version of the present four-month Army Health primary specialist course at the Royal Army Medical College, continues with appointment to a selected trainee post in Army community medicine and concludes with a full-time or parttime course leading to part 1 of the MFCM. At any time during the periods ofgeneral professional or early specialist training the trainee would be required to attend the ten-week course at the junior division of the Staff College, which provides an excellent grounding in the knowledge of staff duties so very necessary for potential members of a specialty whose work will bring them into increasingly close contact with the administrative workings of the Army. Similarly the trainee should also attend a course on operational analysis at the Royal Military College of Science and additionally, although no longer mandatory, he should be given the opportunity to take the DTM & H examination. Advancement to specialist grading would be contingent upon successful completion of the three courses.
Higher specialist training starts after part 1 of the MFCM. This could conceivably be accomplished in as short a period as four years from registration, butin Service circumstanceswould be more likely to take six or seven years. At this point the trainee is eligible for grading as a senior specialistthe equivalent of senior registrar. His appointments now can only be to posts approved by the Faculty, and there must be both opportunity and time for him to prepare his report for part 2 of the MFCM, normally expected to be completed within one to three years of passing part 1. It is at this stage that I foresee the two streams of Army community medicine developing from the common programme.
And finally, onwards to consultant status. The Faculty considers that higher specialist training should continue for at least three years, and I agree that the same requirement should apply to the Army. In the event it may need to be longer. As already mentioned the Faculty's scheme provides for the high flier to reach accreditation in as short a period as six years. At present it is taking Army specialists about 14 years from full registration to achieve the same level. There is scope for change here: while it is unlikely that Service commitments could or should allow us to achieve parity with the speed of civilian advancement, I think that nine or ten years should be the target.
There needs to be thought on the desirability of extra qualifications. In my opinion a higher degree, perhaps MSc or MD, would be advan-tageous for those with academic leanings; some whose inclinations are more administrative might attend the one-year course at the Staff College, although I am not entirely convinced that this is of value for a career in military community medicine.
It would be wrong to suggest that the attainment of consultant status represents the professional pinnacle of a career in community medicine. Rather it should be thought of as the high plateau of completed training on which subsequent practice may develop. There are other summits to be gained and it behoves us to continue to encourage all specialists to increase their research interests and to improve their knowledge and attainments. With the introduction of earlier advancement to consultant status, the greater part -possibly as much as two-thirdsof a career in the Army Medical Service will be spent in this highest grade. I would like to think we are making sensible plans for the continuous updating of consultant learning.
